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 N 000 Initial Comments  N 000

This visit was for a home health agency 

relicensure survey.

Survey Dates: 7/14/15 through 7/17/15

Facility Number: IN005324

Medicaid Number: 200435780

Census: Unduplicated patients last 12 months: 

305

Sample: Record Reviews with home visit: 6

             Record Review without home visit: 6

             Total: 12

Greene County Home Health Care was found to 

be in compliance with 410 IAC Article 17.
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